
To Summarize : Two cases of typical non-suppura¬
tive nephritis with positive bactériologie findings are
described. In the first case, which was apparently
an acute nephritis, it is probable that the portal of
entry for the organisms was a pyorrhea ; the bacterial
flora of the urine corresponded closely with that of
the pus from the gums. In the second, more chronic,
case, the atrium of infection was not so clear, though
the organisms found in the urine are commonly asso¬
ciated with diseased tonsils. Proof is wanting that
the organisms found in the urine caused the associ¬
ated nephritis. Davis,2 however, found that in forty-
two normal women the urine was sterile in thirty-
eight cases and only a few organisms such as B. coli
were present in the remaining four cases. The con¬

tinued excretion by the kidney of organisms in quan¬
tities such as were found in these cases presents itself
as the probable cause in some cases of parenchy-
matous nephritis.
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Tumors of the crus cerebri are rare. In the collec-
tion of the brains in the neurologic laboratory at the
University of Pennsylvania there is only one instance,
a case of Dr. Spiller's, to which reference will be made
later. There is also a second case of glioma of the
pons extending to the crus. A careful search of the
literature has been made and only a few cases have
been reported. Under these circumstances it seems

justifiable to report a single case.

M. S., aged 12, colored, was admitted to my service at the
Philadelphia Polyclinic, Dec. 1, 1912. The family history
was negative. There was no history of tuberculosis, syphilis
or mental disease. Both parents and one brother were well.
Her birth had been normal and the child developed normally,
physically and mentally. As an infant she suffered from
measles, chicken-pox and whooping-cough.

Two years previous to admission she had suffered from
an attack of typhoid fever and in the previous summer had
had a second attack which her parents stated was associated
with malaria.

Two years previously she partly lost the use of her right
arm and hand, and after an attack of typhoid malaria
eighteen months later the right leg became weak. Two
months ago there developed pains over the left eye which
radiated to the left ear, and ptosis of the left eye. During
the two weeks before admission to the hospital she had
vomited every morning immediately after breakfast and had
convulsions of the right side of the body lasting two or

three minutes and recurring several times during the day.
She was stuporous during the attack, but regained con¬

sciousness immediately after the twitching ceased. There
has been for four months difficulty with the rectal and
vesical sphincter, the latter consisting of difficulty in emptying
the bladder.

On examination the patient was found to be a poorly
nourished colored girl. The physical examination of the
heart and lungs proved to be normal. The liver and spleen
were not enlarged and there were no palpable masses in the
abdomen.

There was paralysis of the right side of the face in the
lower distribution of the facial nerve. The patient moved
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the left side of the face and both sides of the forehead well
and closed both eyes equally well. There was some rigidity
of the neck when rotary or to-and-fro movements of the
head were made. The pupils did not react to light or in
accommodation. In making an effort to follow an object to
the right the right eyeball did not move beyond the median
line and the left eyeball moved only a slight distance to the
right. In following an object to the left the right eyeball
moved to the inner canthus and the left eyeball remained
motionless. In following an object upward neither eyeball
moved at all. In following an object downward the right
eyeball moved only slightly and the left eyeball not at all.

The tongue protruded markedly to the right. The patient
winced when the face was scratched with a sharp point on
both sides. The finger to nose test showed marked ataxia on

the right side and slight on the left.
In the right arm there was marked contracture of the

biceps muscle which caused flexion of the forearm on
the arm. She could not voluntarily extend tile forearm.
The grasp of the right hand was almost nil and was feeble
on the left side. Rotary movements of the right arm could
scarcely be made at all. The left arm was feeble but all
movements were possible. There was no diadokokinesia. In
walking she dragged the left leg, although both legs appeared
to be weak.

Both knee-jerks were exaggerated and equal. There was
no ankle-clonus, but the Babinski sign was present on both
sides. The toes on both sides were hyperextended, especially
on the right. Weakness of the legs prevented a satisfactory
test for diadokokinesia. An examination of the eye by Dr.
Zentmayer showed intense swelling of the nerve-head and
surrounding retina with a few scattered hemorrhages.
Later the pupils became unequal, the right being smaller than
the left and the left eyeball protruded more than the right.
A diagnosis of tumor of the upper part of the pons was made.

Necropsy.—The left crus cerebri was very much enlarged
and extended to the right of the median line. On section it was
found that the enlargement was due to a caseous tumor which
extended to the upper limit of the pons below and the basal
ganglia above. The internal capsule was somewhat impli¬
cated in its anterior limb and the optic thalamus was also
apparently involved in its anterior third. The focus in the
pons extended to the opposite side to a slight degree. There
was also a small focus of circumscribed caseation in the
white matter of the frontal convolution on the left side
situated half an inch to the outside of the caudate nucleus.
On microscopic section the tumor proved to be a tubercle.

Summary.—In a girl of 12 there developed gradual loss of
power in the right side of the face, the right arm and leg,
left sided ptosis and convulsive seizures confined to the
right face, arm and leg. Later paralysis of associated move¬

ments upward and downward, and laterally, and finally
weakness of the left arm developed. The symptoms were

caused by a tubercle of the left crus cerebri which invaded
the upper part of the pons, affecting the nuclei of the third
nerve and extending upward into the basal ganglia. The
paralysis of associated movements upward and downward
and laterally indicated a lesion of the pons in the neighbor¬
hood of the oculomotor nuclei, and a lesion of the posterior
longitudinal bundle.

To the diagnostic value of these symptoms Spiller
has already called attention. It was the presence of
the paralysis of associated movements which led to a

diagnosis of tumor of the pons in this case. The
extent of the tumor was not suspected during life.
Indeed, I know of no way to differentiate between
tumors of the crus and of the upper part of the pons.

It is not a surprising observation to find the two
associated, to which the cases of Touche,1 Sharkey,2
Mann and Delépine3 and Hun4 will testify.

1. Touche: Neurol. Centralbl., 1902, xxi, 42.
2. Sharkey: Brain, London, 1894, xvii, 238.
3. Mann and Del\l=e'\pine: Brain, 1898, No. 21, p. 475.
4 Hun: Jour. Nerv. and Ment. Dis., 1887, xiv, 624.
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Obviously the more caudal the lesion the more

apparent it becomes that the lesion affects more than
the crus.

When the lesion extends upward and involves the
external geniculate body or implicates the optic tracts,
there intervenes hemianopsia and hemiopic pupillary
inaction. Motor ataxia or sensory disturbances indi¬
cate extension of the lesion to the tegmentum.

In a review of the literature only seventeen cases of
tumor of the crus cerebri were found in which the
diagnosis was verified by necropsy.

Sanz5 reported a case of a child of 8. The right arm
and leg were paralyzed and contractured and there was
left ophthalmoplegia. To these symptoms were added
delirium, fever and later right ophthalmoplegia and
bulbar disturbances. The necropsy revealed a single
tubercle in the left cerebral peduncle. Both peduncles
were softened as well as the pons and medulla. There
was some meningeal reaction.

Hunt* described a case of a boy of 17. A month
after an injury to the head there developed strabismus
and ptosis of the right eye followed by weakness and
stiffness of the left arm and leg. There was somno¬

lence, vertigo and inordinate laughter on slight provo¬
cation and sometimes spontaneous. There was no

headache, nausea or vomiting. There was complete
ptosis of the right eye, partial of the left, divergent
strabismus on both sides, and paralysis of the upward
and downward and inward movements of the right
eye. The inward and downward movements of the
left eye were also limited in their excursion. Some
nystagmoid movements were present. The pupils
reacted normally but sluggishly. The disks were con¬

gested and the upper margin was hazy.
The left side of the face, arm and leg were paralyzed

and spastic. Ankle-clonus and the Babinski phenom¬
enon were present but no objective sensory distur¬
bances. The skin reflexes were absent on the left
side. There was uncontrollable and involuntary laugh¬
ter from time to time. The tongue deviated toward
the left. Later there were involuntary urination and
defecation. The motor portion of the fifth nerve was
paralyzed on one side, the jaw deviating toward the
right side.

At the necropsy was found a tumor extending from
the right crus cerebri. It was a firm, nodular, grayish-
white mass in appearance filling up the interval
between the cerebral peduncles. The right third nerve
was compressed and atrophie. There was also a cyst
springing from the floor of the fourth ventricle meas¬
uring 1J4 inches by ^% inch. It dipped down into the
substance of the pons and passed beneath the aqueductand appeared on the inferior aspect of the right crus

cerebri, where it became adherent to the tumor.
Degenerative changes were found in the medulla and
pons. The tumor in this case proved to be a glioma.

Henoch7 reported a case of tuberculosis in a child of
3 who died twelve weeks after the onset of the symp¬
toms. There was first tremor of the left hand, arm
and leg. The fingers were held in a flexed position
and there was right-sided ptosis, dilatation of the right
pupil and external strabismus. Later there was ptosis,
niydriasis and strabismus of the left eye. Death
ensued as a result of measles and bronchopneumonia.
A tumor the size of a cherry was found on the right

5. Sanz: Rev. Espagne Med. y Cirur. Pr\l=a'\ct.,1908, lxx, 39.
6. Hunt: Am. Jour. Med. Sc., 1904, cxxvii, 514.
7. Henoch: Vorlesungen \l=u"\ber Kinderkrankheiten, Berlin, 1903, Ed.
p. 270.

cerebral peduncle extending into the third ventricle.
The right third nerve was flattened, thin and discol¬
ored. There was also a tuberculous area in the apex
of the left lung.

Garnier8 described a case in a man of 65. The head
and eyes deviated to the right and there was complete
right-sided hemiplegia with slight rigidity. The tem¬
perature was lower on the left side. The patient died
one hour and a half after admission.

A small ovoid tumor was observed on the right cere¬
bral peduncle, which proved to be a lipoma. It was
adherent to the base of the cerebral peduncle but it
did not look as if it were the cause of the compression
of that organ, the hemiplegia being probably due to a
cerebellar hemorrhage which was also present. He
stated that only thirty instances in the literature were
found of lipoma in the central nervous system. These
tumors originate in the meninges or their vicinity.

D'Astros and Hawthorn9 cited a case of tubercle of
the cerebral peduncle in a girl of 21 months. The
symptoms began at 10 months of age after some

digestive troubles. There developed trembling of the
left hand and arm, some photophobia, right oculomotor
paralysis characterized by ptosis, external strabismus
with immobility of the eyeball and partial mydriasis
with sluggish reaction of the pupil. There was paresisof the left side of the face but no involvement of the
fifth nerve.

A conspicuous symptom was the rhythmic tremor of
the forearm consisting of an oscillatory movement
from side to side and forward and backward. The
left leg was paralyzed and spastic. There was also
some alternating flexion and extension of the muscles
of the left leg. There was no Babinski sign. The
patellar reflexes were exaggerated on both sides.

The patient died about twelve months after the onset
of the disease. There was besides tuberculosis of both
lungs a caseous tubercle, the size of a cherry about
2.5 mm. below the protuberantia and extending for¬
ward to the wall of the third ventricle. It occupied
almost the entire upper portion of the right peduncle.
He also cites the case of Raviard and Asset in which
there was a tremor on the right side with left-sided
ocular motor paralysis due to the large peduncular
tubercle.

Blocq and Marinesco10 described a case exhibiting a
tremor like paralysis agitans which was confined to
one side, in which there was a tumor of the cerebral
peduncle, occurring in a man of 42. The first symp¬
toms consisted of swelling and stiffness of the left side
of the face, the eyes and tips of the fingers of the left
hand. This rigidity progressed and at the end of a
year and a half, tremor began. On examination the
expression was Parkinsonian. There was a rhythmic
tremor of the left hand and leg controlled for a short
time by the will. The body was bent forward in walk¬
ing and there was a slight tendency to stumble to the
left. Transitory diplopia was noted. The left patellarreflex was exaggerated. No sensory change exceptsubjective tickling of the left hand was noted. A diag¬nosis of unilateral Parkinson's disease was made. At
the necropsy there was a tuberculous lesion found in
the thorax and lumbar vertebrae. The right cerebral
peduncle was enlarged and the seat of a tumor the size
of a nut. There were no degenerative lesions.

8. Garnier: Rev. m\l=e'\d.de l'est., 1902, xxxiv, 590.
9. D'Astros and Hawthorn: Rev. Neurol., 1902, x, 377.

10. Bloco and Marinesco: Compt. rend. Soc. de biol., 1893, v, 105.
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Pepper and Packard11 described a case of glioma of
the right crus cerebri in a boy 4 years of age. There
was left-sided facial and corporal hemiplegia. The
tongue protruded to the left and there was transient
involvement of the left extrinsic ocular muscles.
There was a marked contracture of the arm but none
of the leg and there were no headaches, sensory dis¬
turbances, hemianopsia or paralysis of the mastica¬
tory muscles. Death followed convulsions. At the
necropsy there was a tumor the size of a hazelnut
seated at the outer and under surface of the right crus
cerebri. The microscopic examination showed it to be
a glioma.

Benedikt12 cited a case of a boy of 4 who suffered
from headache for six weeks before applying for treat¬
ment, at which time there was right-sided ptosis and
oculomotor palsy of the same side. The head was
turned toward the left and the chin toward the right.
There was a tremor of the left hand and leg, which
were paretic. The muscles of the lower lip were para¬
lyzed, deviating toward the left. At the necropsy
there were a number of tubercles found in the left
frontal lobe, in the marginal convolutions, in the
cuneus, and in the left cerebellar hemisphere. Finally
a tubercle the size of a pigeon's egg occupied the
inferior surface of the right cerebral peduncle. This
tumor destroyed the right oculomotor nerve. He also
cited a second case in a man with pulmonary tuber¬
culosis presenting crossed oculomotor paralysis and
hemiparesis with tremor of the paralyzed members.

Kraft-Ebing13 described a case in a woman of 41
with tubercle of the right cerebral peduncle. The
first symptoms consisted of heaviness in the legs asso¬
ciated with habitual headaches, right-sided tinnitus
aurium, vertigo and weakness in the right arm with
drawing pains in the right arm and leg. Diplopia and
bilateral ptosis developed later and there was paralysis
of the superior rectus muscles with pronounced right-
sided papillitis. The deep reflexes were enormously
exaggerated on the left side and there was right-sided
hyperalgesia. There was persistent left hemiataxia.
Death ensued at the end of three months. The nec¬

ropsy revealed a tubercle 13 by 11 mm. in size occupy¬
ing the entire.tegmental nucleus. There was general
tuberculosis.

Mendel14 presented a specimen of tubercle from the
brain of a child of 4 years and 9 months of age. The
first symptoms consisted of an intention tremor of the
right arm which later was followed by a weakness of
the right leg, left-sided ptosis and paralysis of the right
externus with dilation of the left pupil, which was
twice as large as the right. The right side of the mouth
appeared paralyzed, the face being drawn toward the
left. The tongue protruded toward the right and the
right neck-muscles were paralyzed. The right arm
also was paretic. Sensation was not implicated. The
temperature of the right arm and leg was, however,
reduced. A large tubercle measuring 2 by 1.25 cm.
was found in the left peduncle. The red tegmental
nucleus of the superior peduncle seemed to be com¬

pletely destroyed. Anteriorly the tumor extended to
the left corpus subthalamus. There was some cir¬
cumscribed meningitis in the interpeduncular space,
which would explain the right-sided ocular motor
paralysis.

11. Pepper and Packard: Am. Jour Med. Sc., 1890, cxix, 263.
12. Benedikt: Bull. Med., 1889, iii, 547.
13. Kraft-Ebing: Wien. klin. Wchnschr., 1889, ii, 896.
14. Mendel: Berl. klin. Wchnschr., 1885, xx, 468.

Ramey15 described a case of alternating paralysis
of peduncular origin in a man of 52. Following occa¬
sional transitory sensation of tingling in the right foot,
there followed a gradual paralysis of the right arm,
leg and face. The knee-jerks were exaggerated on
both sides. There was some diminution of sensation
of the right side and the temperature was much lower
than that on the other side. There was paralysis of the
left third nerve, including the iris and the ciliary
muscles. The right eye showed paralysis of the infe¬
rior, superior and external muscles. There was con¬
siderable contraction of the fields of vision. The nec¬

ropsy revealed the presence of a miliary tuberculosis
of the lungs. The left peduncle was larger than the
right and was the ssat of a tumor consisting of an

agglomeration of eight to ten small yellowish masses.
Proust10 cited a case of tumor of the right cerebral

peduncle in a man of 32 who two years prior to coming
under observation developed headache, vertigo and
deafness. Three months previously there gradually
developed an incomplete hemiplegia of the left side
involving the face. The left forehead appeared much
less wrinkled than the right. The left eyelid was

opened less easily than the right and protruded more
than the right. The pupil was dilated and there was
some strabismus. There was some slight diminution
of sensation of the left side. He emitted from time to
time piercing cries. There was no vomiting, loss of
consciousness or convulsions. At the necropsy a
tumor the size of an egg was found occupying the right
cerebral peduncle. There was distention of the right
lateral ventricle. The peduncle was completely flat¬
tened.

Ria17 added a case of a glioma of the left cerebral
peduncle in a man of 33. The first symptoms consisted
of a slight weakness of the right hand and a month
later there developed weakness of the right leg and in
still another month difficulty in speech. Later there
was ptosis of the left upper eyelid. Tactile, pain and
heat sensations were only a trifle below normal. The
left pupil was dilated and there was external strabis¬
mus. At the necropsy a tumor the size of a nut was
found.in the left peduncle which extended to the optic
thalamus and affected the corpus striatimi. It also
involved the left large ventricular ganglia. Under the
microscope the tumor proved to be a glioma.

Archambault18 presented a case of complete paral¬
ysis of the right ocular motor nerve and incomplete
left hemiplegia in a child of 3 years of age. At the
necropsy there was a tuberculous tumor the size of a
nut in the right cerebral peduncle a little in front of
the third ocular motor nerve. There was also a tuber¬
culous lesion of the lungs.

Bouveret and Chapotot19 described a case of a
woman of 22 who awoke with weakness of the left side
which was shortly followed by oculomotor paralysis
and frequent headaches which were associated with
vomiting and vertigo. Two months later there was
partial paralysis of the left side of the face and com¬

plete left hemiplegia. Sensation to heat and cold was
lowered on the left side. A slight ptosis of the right
side was observed, but all the muscles of the left eye
were more or less involved. The left pupil was larger
than the right. There was incipient optic neuritis.
About a month later there were left-sided convulsions

15. Ramey: Rev. de m\l=e'\d., 1885, v, 489.
16. Proust: Progr\l=e`\sm\l=e'\d.,1882, x, 187.
17. Ria: Ann. clin. d'Osped. Incur., 188$, v, 82.
18. Archambault: Progr\l=e`\sm\l=e'\d., 1877, v, 718.
19. Bouveret and Chapotot: Rev. de m\l=e'\d.,1892, xii, 728.
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and about two weeks after this there was paralysis of
the right third nerve and dilatation of the right pupil.
Choreiform movements followed shortly after this.
The patient died six months after the onset of the
symptoms. At the necropsy there was discovered
tuberculosis of the lungs. A cherry-sized caseous mass
was found at the junction between the gray and white
substance at the base of the second frontal convolution
of the left side. Both peduncles were the seat of a
tuberculous tumor. On the right side the tumor pro¬
jected toward the occipital horn of the lateral ven¬
tricle and extended under the aqueduct of Sylvius,
where it destroyed the gray matter.

Beck20 reported a case of hard round-cell sarcoma
in the left crus in a male. The first symptoms were
attacks in which he would feel weak and experienced
a sudden sensation of shock which caused the head and
upper part of the body to bend forward and which was
associated with vertigo. He also suffered from severe
frontal headache. On examination there was found
diplopia, the right pupil
was smaller than the
left, which did not react
at all to light, and there
was convergent strabis¬
mus in the right eye, the
left eye remaining sta¬
tionary. The ophthal¬
moscope showed a ful¬
ness of the veins. The
right facial nerve was

slightly paralyzed. The
tongue protruded
straight and there was
no speech disturbance.
The movements of the
right arm and leg were
much slower than on tiie
left and the patellar and
Achilles reflexes were

exaggerated. Two
months later there devel¬
oped complete ptosis of
the left side and a slight
ptosis of the right. The
left ocular muscles were
paralyzed with the ex¬
ecution of the rectus
externus. All symptoms became aggravated until death
about six months after applying for treatment. At the
necropsy a spherical tumor was found measuring 1.5
by 2 cm. situated in the left cerebral peduncle and
reaching as far as the ganglia. The oculomotor nerves
were flattened by the pressure from the tumor.

Spiller21 described a case in a man of 48 years of
age who had paralysis of upward associated ocular
movements with loss of convergence. The downward
movement was difficult, while the lateral movements
were intact. The speech was bulbar in character and
there was dysphagia associated with constant dribbling
of saliva. He complained of headache, extreme ver¬
tigo and uncontrollable spells of laughter. Later all
associated ocular movements became impaired and
there was slight ataxia of the arms.

At the necropsy there was found a tumor of the
right cerebral peduncle which measured 2 by 5 mm.
and consisted of a sarcoma, possibly endothelioma.

20. Beck: Virchows Arch. f. path. Anat., 1883, xciv, 378.
21. Spiller: Jour. Nerv. and Men. Dis., 1905, xxxii, 497.

Enlargement of left crus cerebri.

The lowest portion of the tumor was at a point where
the fibers of the oculomotor nerves leave the nuclei
in large bundles and it extended toward the aqueduct
almost to the lowest part of the oculomotor nucleus.
A few fibers of the right oculomotor nerves passed
through it. Posteriorly the tumor extended a little
beyond the aqueduct of Sylvius.

The characteristic symptom complex of tumor of
the crus cerebri is said to consist of a hemiplegia on
the opposite side to the lesion associated with oculo¬
motor palsy on the same side. This has been termed
hemiplegia alterans superior. But in fourteen of
eighteen cases collected from the literature and includ¬
ing my own, the hemiplegia was associated with oculo¬
motor palsy on both sides in nine instances (Hunt,
Henoch, Kraft-Ebing, Mendel, Rhein, Ramey, Bou-
veret and Chapotot, Beck, Benedikt) and only in five
cases was the oculomotor paralysis unilateral (Sanz,
d'Astros and Hawthorn, Benedikt, Ria, Archambault).
The close proximity of the two nuclei of the third

nerve explains the fre-
quency of the involve¬
ment of the oculomotor
nerve on the opposite
side. In rare instances
the paralysis and oculo¬
motor palsy may be on
the same side. Farnell
and Burnett described
such a case but there
was no necropsy. In
Pepper and Packard's
case with necropsy the
hemiplegia and third
nerve palsy were on the
same side.

The hemiplegia i s

gradual in onset and is
usually associated with
spasticity.

In some cases a tremor
o r choreiform move¬
ments are present. In
the cases cited in this
paper this symptom was

present in eight instances
(Henoch, d'Astros and
Hawthorn, Bouveret and

Chapotot, Raviard and Asset, Blocq and Marinesco,
Benedikt (two), Mendel). In d'Astros and Haw¬
thorn's case the tremor consisted of a rhythmic tremor
of the forearm in which the movements were from side
to side and forward and backward. In Bouveret and
Chapotot's case the tremor was choreiform in char¬
acter. In the case described by Blocq and Marinesco
the tremor was like that of paralysis agitans. Also in
the two cases cited by Benedikt there was a tremor of
the paralyzed limbs. In Mendel's case an intentional
tremor of the right arm was the first symptom. The
tremor must be looked on as an irritating symptom due
to pressure on the pyramidal tracts.

Hemiataxia has been noted, as in the cases of Kraft-
Ebing and Spiller. Ataxia was present in both arms
in the case cited by myself in this paper.

In rare instances palsy of the opposite limbs may be
observed, when according to Oppenheim22 dysphagia
and dysarthria may occur.

22. Oppenheim: Spec. Path. u. Therap., Nothnagel, Wien., 1896,
ix, 125.
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Sensory disturbances are present in some cases con¬

sisting of contralateral hemianesthesia. Parasthesia
and hemihyperesthesia have occurred.

Reduction of the bodily temperature on the para¬
lyzed side has been noted in some cases (Garnier,
Mendel, Ramey). This possibly may be referred to
vasomotor disturbances due to implication of the
substantia nigra. Inordinate laughter occurred in two
cases, namely, those of Spiller and Hunt. Of the
eighteen cases, twelve were tuberculous tumors (Sanz,
Henoch, dAstros and Hawthorn, Blocq and Mari¬
nesco, Benedikt (two), Kraft-Ebing, Mendel, Ramey,
Archambault, Bouveret and Chapotot, Rhein). In
one the tumor was a lipoma (Gamier), in three cases

glioma (Pepper and Packard, Ria, Hunt), and finally,
in two cases the tumor was a sarcoma (Beck, Spiller).

1732 Pine Street.

IDIOSYNCRASY TO ORTHOFORM
T. C. McCleave, M.D., Berkeley, Cal.

Some months since, a few hours after partaking of soft\x=req-\
shell crab at dinner, a patch of urticaria appeared on the
arm, gradually spreading over the body until at the
end of twenty-four hours, the entire trunk and
head were involved. Curiously, at no time
did the eruption go below the waist nor
were the hands involved. The skin of
the affected parts finally was of a

dusky red color, with a sprinkling of
darker areas closely resembling the
eruption of measles. There was
a uniform brawny thickening of
the skin, which on the face pro-
duced a most grotesque distortion
of the features and rendered it
difficult to open the eyes and
mouth. During the first thirty\x=req-\
six hours there was some fever
and a tendency to stupor, with
great prostration. Itching was

intense. The condition persisted
some five or six days, and grad-
ually subsided, but for several
weeks the skin showed a bronze
discoloration and desquamated in
fine scales.

It seemed clear that the attack
was an ananhvlactic reaction to

some protein, presumably, of course, from the crab.
No significance was attached to the use, during the pre¬

ceding week, of very small amounts of orthoform in the
cavity left after the extraction of a molar tooth.

Three months later, however, the application of 10 per cent,
orthoform ointment to a traumatism of the tongue was fol¬
lowed in a few hours by symptoms identical with those above
described, except in lesser degree, as the etiologic relation
of the orthoform was at once recognized and the drug with¬
drawn.

The occurrence of transient papular eruptions after the
use of orthoform has been reported, but it is ordinarily
regarded as free from toxic dangers, and in some conditions,
as cancer and ulcer of the stomach, has been used in large
dosage. My personal experience, here reported, indicates,
however, that it cannot be used with impunity in all persons,
even in very small dosage.
\.Berkeley National Bank Building.

The Good Doctor Is All of These.—We cannot agree
exactly on what a "good doctor" is. Some will say "Prac¬
tical" ; some will say "Scientific" ; some will say "Knowl¬
edge" ; some will say "Heart."—Lyon.

New Instruments and Suggestions

THE INDIA-INK METHOD OF EXAMINATION OF
SPIROCHAETA PALLIDA

William A. Walters, M.D., Billings, Mont.
This method has been described in detail from time to

time, and in the majority of cases in which India ink has
been used as a means of detecting the Spirochaeta pallida,
a prepared waterproof India ink has been recommended.

The method usually described is to obtain a specimen from
the suspected lesion; a drop of this is placed on a glass
slide, an equal amount of prepared India ink is added and
the mixture is smeared fairly thin.

It has come to my attention in using this method that the
secondary organisms were usually abundant and that the
field in every instance showed a striking similarity of these
secondary organisms. On comparing the slides of the same
case made by the prepared India ink and the field seen
with the dark-ground illuminator, it was noted in every
instance that many more organisms could be identified with
the India ink than with the dark-ground illuminator.

These two apparently dissimilar results obtained on the
same patient with the prepared India ink and the dark-
ground illuminator caused me to compare the methods care-

fully, it was thought that the ink itself might
contain these organisms, and working along

these lines a drop of prepared India ink
was smeared on a clean slide and exam¬

ined. It was found that the ink itself
contained myriads of organisms, many

of them long and filamentous, having
a wavy contour not unlike that of

the spirochete. There were also
many other long rod-like organ¬
isms present. An examination of
the accompanying photomicro¬
graph will illustrate this point.

A number of other bottles of
India ink were examined and
almost every bottle contained the
same character of infection. It is
evident that in the manufacture
of this ink the contamination is
almost identical in every instance.
At least I believe that prepared
India ink is unreliable as a means
of determining the spirochete.

To obviate these artifacts a dry
stick of India ink was obtained
and rubbed with a small amount

Photomicrograph of a specimen of prepared India ink;
Reichert MJ-inch objective; No. 4 ocular; tube length 160 mm.

of filtered water. This was spread on a slide and examined
and no micro-organisms could be found.

My method is to rub the dry stick of India ink with two
or three drops of filtered water in the bottom of a small
mortar. The filtered water can be obtained at almost any
soda-fountain.

No pestle is used in this operation. The stick itself is
simply rubbed against the bottom of the mortar as the pestle
would be used in triturating. This India-ink solution is then
added to an equal amount of material obtained from the
suspected lesion and smeared carefully over the surface of a

clean slide. A little practice will enable one to judge the
proper thickness of the smear. If it is too thin the organisms
are not seen well ; this is also the case if the smear is too
thick.

Most stationers handle slate ink-slabs which draftsmen use
in rubbing up the sticks of India ink. They are very con¬
venient, and they can be procured at a comparatively small
cost.

This method, while a little slower and less convenient
than with the prepared solutions of India ink, is far more
accurate and will obviate all secondary organisms of the
microscopic field.

Downloaded From: http://jama.jamanetwork.com/ by a University of Iowa User  on 06/09/2015


